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| BEFORE THE
" BOARD OF REGISTERED NURSING
DEPARTMENT OF CONSUMER AFFAIRS

STATE OF CALIFORNIA
In the Matter of the Accusation Against: | Case No. 2010-375
CHERYL DIANE BOYD, B
a.k.a. CHERYL DIANE ARTIAGA
2715 South 269th Street ‘ ACCUSATION
Kent, WA 98032 :

Registered Nurse License No. 326819
Public Health Nurse Certificate No. 35251

Respondent.

Compléinant alleges:
| PARTIES

1. Louise R. Bailey, M.Ed., RN ("Complainant") brings this Accusation solely in her
official capacity as the Interim E.xecutive Officer of the Board of Registéred Nursing ("Board"),
Department of Consumer Affairs. '

| o2 On or about March 31, 1981, the Board issued Registered Nurse Li,oense‘ Numb.er.

326819 to Clﬁeryl Diane Boyd, also'known as Cheryl Diane Aﬁiaga ﬂ(“Responc.lent”). On August
20, 1994, Respondent’s registered nurse license was revoked, as set forth in paragraph 4 below. -
The revocation was stayed and Resi;ondent was placed on probation for three (3) years on terms
and conditions. Respondent’s registered nurse license expired on January 31, 2009.
i | | - S
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3. On or about October 31, 1983, the Board issued Public Health Nurse Certificate
Number 35251 to Respondent. Respondgnt’s public health nurse certificate expired on January
31, 2009. |

DISCIPLINARY ACTIONVBY THE BOARD

4. OnJuly 20, 1994, pursuant to the Proposed Decision of the Administrative Law
Judge (“ALJ ) adopted by the Board as its Decision in the disciplinary proceeding utled In the
Matter of the Accusation Against: Cheryl Diane Boyd, etc., Case No. 93-31, the Boald 1evoked

Respondent s registered nurse license effective August 20, 1994. The revocation was stayed and

| Respondent was placed on p_robatlon for three (3) years on terms and conditions. The ALJ

determined that on July 31, 1993, while employed at Robert F. Kennedy Medical Center,
Respondent failed to correctly chart the administration of the'controlled substance Demerol on the
nﬁr’sing notes and médicaﬁon administration records ’of various patients, éonstituting cause for
discipline against Respondent’s registered nurse license pursuant to Business and Pro:fessions'
Code (“Code”) sections 2761, subdivision (a) (unprofessional conduct), and 2762, subdivision (e)
(false or grossly incorrect, grossly inconsistent, or unintelligible entries. in hospital or patient
records). | |

STATUTORY PROVISIONS

5. Code section 2750 proﬁdes, in pertinent part, that the Board may discipline any
licensee, including 2 licensee holding a temporary or an inactive license, for any reason provided
in Article 3 (commencing with section 275 0) of the Nursing Practice Act.

6.  Code section 2764 provides, in perunent part, that the expiration of a license shall not
deprive the Board of jurisdiction to plooeed with a disciplinary proceedmg against the licensee or
to render a decision imposing discipline on the license. Under Code section 2811, subdivision
(b), the Board may renew an expired license at any time within eight.years after the expiration.
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7. Code section 2761 states, in pertinent part:

The board may take disciplinary action against a certified or licensed
nurse or deny an application for a certificate or license for any of the following:

(a) Unprofessional conduct, which includ}es,i but is not limited to, the
following:

(4) Denial of licensure, revocation, suspension, restriction, or any other
disciplinary action against a health care professional license or certificate by another
state or territory of the United States, by any other government agency, or by another
California health care professional licensing board. A certified copy of the decision
or judgment shall be conclusive evidence of that action . . .

COST RECOVERY

8.  Codesection 125.3 provides, in pertinent part, that the Board may request the

.administrative law judge to direct a licentiate found to have committed a violation or violations of

the licensing act to pay 2 sum not to exceed the reasonable costs of the investigation and

enforcement of the case.

‘CAUSE FOR DISCIPLINE
(Disciplinary Acﬁons by the State of Washington
Nursing Care Quality Assurance Commission)

9.  Respondent is subject to disciplinary action pursuant to Code section 2761,
subdivision (a)(4), on the grounds of unprofessional conduct, in that Respondent was disciplined
by the State of Washington, Depalﬁnent of Health, Nursing Care Quality Assurance Co‘mmission
(“Commission”), as follows: |

a. On or about March 16, 1999, pursuant to the Ex Parte Order of Summary Action in
the disciplinary proceeding titled I the Matter of ‘the License to Practice Registered Nursing of:
Cheryl D. Boyd, Docket No. 99~03—A—1020RN, the Commission summarily susjpended
Respondent’s license to practice as a registered nurse in the state of Washington (heremaﬁer
“Washington license;’) pending further (:Iiscipliilary proceedings by the Commission. The Ex
Parte Order indicates that on March 19, 1997, the Commission issued a StatenIc—:’nt of Charges
against Respondent, alleging Ihat she engaged in unprofessional conduct in violation of RCW

18.130.180(5). The charges were based on the Board’s Decision, set forth in paragraph 4 above.
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On December 3, 1997, the Comfnission entered into a stipulated settlement with Respondent,
Stipulated Findings of Fact, Conclusions __of Law and Agreed Order (“Agreed Order”). Pursuant
to the Agreed Order, the Comumission suspended Respondent’s license for 12 months, but stayed
the Suspension provided that Respondent comply with certain conditions. The Commission
determined that Respondent failed to comply with almost all of the conditions of the Agl\‘eed
Order, as more particularly set forth in subparagraph (b) below, and that Respondent’s conduct
warranted summary action to protect the public health, safety, or welfare. A true and correct copy
of the Ex Parte Order of Summary Actien is attached as exhibit “A” and incorporated herein by
reference.

b.  On or about August 24, 1999, in the disciplinary proceeding set forth in subparagraph
(a) above, Respondent and the Commission entered into a stipulated settlement, Stipulated
Fmdmgs of Fact, Conclusions of Law and Agreed ‘Order, whereby Respondent’s Washington
hcense was suspended indefinitely. A true ‘and correct copy of the Stlpulated Findings of Fact,
Conclusions of Law and Agreed Order is attached as exhibit “B” and incorporated herein by
reference. The Commission and Respondent stipulated to the followmg facts or acknowledged
that the evidence was sufficient to justify the following findings:

1. On December 18, 1997, Respondent was evaluated by a Commissioﬁ-apprdved
substance abuse evaluator. Respondent failed to provide a copy of the Agreed Order to the
evaluator pﬁor to the eval,uatiod as required. | | | |

2. Between approximately March 17 and April 17, 1998, Respondent was
employed as .a registered nurse at Benson Heights Rehabilitation Center (“Benson Heights”).
Respondent failed to request prior approval of this employment from the Commission, failed to

notify Benson Heights of the existence of the Agreed Order and provide the facility with a copy

of the Order, and worked as a charge nurse without direct supervision. Respondent was

terminated from her employment once Benson Heights discovered that she had been disciplined
by the Commission.

3. Respondent applied for employment at Swedish Medical Cehter (“Swedish”™).

Respondent failed to list Benson Heights as a prexdous employer on her application. Swedish
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hired. Respondent and assigned her to work on the Addiction Recovery Services inpatient alcohol
and drug detoxification and medical stabilization unit. On NQvember 22,1998, Respondent
worked the evening shift at Sweaish as ﬁle Detox Nurse which required that all detox patients be
checked é\very hour, that all patient’s Vitai signs be taken, and that any detox medications be
administered. During Respondent’s shift, staff members noticed that Respondent was behaving
strangely, that her speech was slilrred, and that she had problems ambulating. Respondent
complained of feeling ill and went to the staff Jounge to lie down at approximately 9:00 p.m. At
approximately 10:40 p.m., a staff member went to the lounge and found Respondent unresponsive
with shallow breathing. Respondent was sent to the emergency department where she
immediately responded after receiving a Narcan IV push (a narcotic antagonist) followed by 1 mg
of Romazicon. Respondent refused to allow any urine or blood tests even though she was
informed she could bé terminated for her refusal. The evening shift narcotic count on November
22,1998, revealed a shortfall of 15.5 milliliters of liquid mefhadone. During her shift on |
November 22,1998, Respondent failed to document hourly rounds after 4:00 p.m. and failed to
make any notatlons for some patients since the start of her shift. Respondent subsequently
admitted that she took 20 cc of liquid methadone while on duty at Swedish.

4, On Decernbér 11, 1998, Respondent sent a letter to the Commission, requesting
reinstatement of her Washington license. On December 18, 1998, Respondent sent another letter

to the Commission, notifyhg them that she had resigned from her position at Swedish.

Respondent failed to indicate in either letter that she was suspected of diversion or use of drugs

while working at Swedish, or that she was threatened with dismissal for failing to submit to blood.
or urine tests. |

5. On December 17, 1998, Respondent underwent a urinalysis test and tested
positive for cannabinoids.

c.  Onorabout February 14, 2006, pursuant to the Stipulated Findings of Fact,
Conclusions of Law and Agreed Order on Modification in the disciplinary proceeding set forth in
subparagraph (a) above, Respondent’s Washington license was reinstated, but subject to
probation commencing on the date of entry of the ‘Order on Reinstatement. Condition 4.4 of
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Respondent’s probation states, in pertinent part, that Respondent shall seek a substance abuse
evaluation through the Washington Heallth Professional Services (WHPS) program and then, if
recommended, enter and comply with all aspects of that program. If Respondent fails to
cooperate with WHPS during the initial substance abuse evaluation or comply with any aspect of
the program thereafter, it would be a violation of the Agreed Order on Modification and may
result in the Commission taking further disciplinary action against Respondent’s license. A true
and correct copy of the Stipulated Fincﬁngs of Fact, Conclusions of Law and Agreed Order on
Modification is attached as exh1b1t “C” and incorporated herein by reference. |

d.  Onorabout May 15, 2008, pursuant to the Findings of Fact Conclusions of Law and
Order on Non-Compliance in the disciplinary proceeding set forth in subparagraph (a) above, the
Commission suspended indefinitely Reépond_ent’s Washington license due to-her failure to
cemply with Condition 4.4 of the probatien_ord_er set forth in subparagraph (e) ab_-ove. A true and
correct copy of the Findings of Fact, Conclusions of Law, and Oreer on Non-Compliance is
attached as exhibit “D” and incorporated herein by reference.

PRAYER ‘ |

WHEREFORE, Complaiﬁant requests that a hearing be held on the matters herein alleged,
and that foliowing the hearing, the Board of Registered Nursing issue a decision:

1. Revoking or suspending Registered Nurse License Number 3268 19, issued to Cheryl
Diane Boyd, also known as Cheryl Diane Artiaga;

2. Revoking or suspending Public Health Nurse Certificate Nunﬂber 35251, issued to -
Cheryl Dlane Boyd, also known as Cheryl Diane Artiaga,

3. Ordering Cheryl Diane Boyd, also known as Cheryl Diane Artiaga, to pay 1he Board
of Registered Nursing the reasonable costs Qf the investigation and enforcemen‘t of this case,

N
pursuant to Business and Professions Code.section 125.3;

"
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4. Taking such other and further action as deemed necessary and proper.

DATED: 2/ §//0

SA2009102469
accusation.itf

Interim Executive Officer

Board of Registered Nursing

Department of Consumer Affairs -
_ State of California

Complainant

T'OUISE R. BAILEY, M.Ed., W

Accusation
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- STATE OF WASHINGTON
: DEPARTMENT ‘OF HEALTH
NURSING CARE QUALITY ASSURANCE COMMISSION

In the Matter of the License to Practice ) Docket No. 99-03-A-1020RN .
Registered Nursing of: ) S
' . . ) EX PARTE ORDER OF SUMMARY
CHERYL D. BOYD, RN, ) ACTION
RNO00128956, ) : :
' )
Respondent. )
)

‘This matter came before Nursing Cgre Quality Assurance Commissi.on
(Comﬁission) on March 16, 1999, on an Ex Parfe Métion for Order of Summa:y Action
(L};c Motion). The Presiding Ofﬁcér for the Commission was Eric B. Schmidt, Senior
Health Law Judge. The Commission members deciding the Motion were: Joanna
* Boatman, R.N.; Ellen:Rosbach, R.N.; Roberta Scho_tt, L.P.N,; and Jeni Fung, Public
Member. The Commission reviewed the Motion aﬁd the documents submitted in support
of the Motion and enters the folloyving:

Section 1: FINDINGS OF FACT
1.1 | Cheryl D. Boyd, R.N, (Respondent) is a registered nursé, licensed by the
State of Washington at all times applicable fo this matter. |
12 The Commission issued a Statement of Charges alleging Respondent
violated RCW 18.130.180(1),.'(4), (6), (1), (9), (13), (23)(b), and WAC 246-840-
710(1)(a)-(c), (4)a), (b), (d). The Statemént of Charges was accompaqied'by all other |

documents required by WAC 246-11-250.

EX PARTE ORDER OF SUMMARY ACTION
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1.3 On March 19, 1997, the Commission 1ssued a Statement of Charges
against Respondent’s license al]egmg that the Respondem had engaged in unprofessmnal
conduct in violation of RCW 18.130.1 80(5). The charges were based on an order of the
state of California Board of Registered Nursing, dated July 20, 1994, which revéked

‘ Respondenf’s California nursing license, stayed the revocation, and placed her California

license on probation for three years subject to numerous conditions. The California order
found that Respondent failed to accurately chart the‘administration of Demerol to patients’
on July 31, 1993.

1.4 - OnDecember .3, 1997, the Commission entered Stipulated Findings of
Fact, Conclusions of Law-and Agreed Order (Agreed Order) in settlement of thé March
19, 1997 Statement of Chﬁrges. The Agreed Order suspended Respondent’s license for
twelve months, and stayed the suspension provided Reépondeni comply with certa_in
conditions, mcludmg that Respondent obtain a substance abuse evaluation and comply
with the recommendations of the evaluator The evaluator did not recomrnend any
treatment for substance abuse, but to ensure Respondent’s reports were accurate,
recommended she submit to random urinalysis tests if she was going to work in nursing.

1.5 The alleged conduct, as set forth in the Allegatlons below and as supponed

by the documents attached to the Motion, is directly related to Respondent’s abllny 10

prachce safely &s a registéred nurse in the state of Washington, The Commission finds,

i

based on declarations and evidence submitted with the Motion, that a summary
suspension of Respondent’s license 10 practice as a registered nurse is only such action as

is necessary to prevent or avoid immediate danger to the public health, safety, or welfare,

EX PARTE ORDER OF SUMMARY ACTION
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Section 2: ALLEGATIONS

’é.l | Respc;ndem was hired by S‘wedisl‘m Medical Center on August 18, 1998, and
assigned to work in the Addiction Recovery Services Center in the Ballard neighborhood of
Seattle. On November 22, 1998, Respondent was called to work the evening shift in the
position of Detox Nurse, with responsibilities to check patients every hour, take their vital
signs, and adrﬁinister detox medications as needed.

2.2 . | During Respondent’s shift, staff members noticed that Respondent was
béhaving unusually. Respondent was observed as eatiﬁg at a.rapid pace while continuing to
ialk rapidly, having problems axnbﬁlating, slurring her sbeech, and later observcd as sedated
and sleepy. .The evening shift team then suggested ﬁhat Respondent go to the staff lounge
and rest, which she did at approximately 9:00 p.m. At approximately 10:40 p.m., a staff |
member cheéked in on Respondent and found her unresponsive with shallow respiration.
Resppndent’s ajrway was checked to see if it was ciea£, and sev.eral large chunks of candy
were found 1odgéd in Respondent’s mouth.

2.3 The emergency depment wés called for assistance and staff administered
to' Réspondent intravenous Narc;mg, a narcotic aﬁtagonist, followed by Romazic_ong, after
which she immediately responded. Staff attempted to obtain blood and urine éamples and
Respondent pulled out her 1V and refused to submit to any tests. Respondent appeared
extremely agitaled and insisted on going home. Dul;ing this time Respondent berated the
emergency staff and repeatedly thanked Jesus for saving her life, Respondent was informed
of Swedish’s policy fclating to suspected dr;lg use among employees, and the requirement
for Iurine and blood testing, and contiﬁued to refuse to submit. Against medical advice,

Respondent lefl the hospital with her husband.

EX PARTE ORDER OF SUMMARY ACTION
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2.4 Afier Respondent left, staff discovered that Respondent had failed to
document any of her hourly rounds aftef 4:(30 p.m., and failed to make ény notations for
some patients since the start of her shift. It was also discovered that 15.5 milliliters of
methadone were unaccounted»for on.ReSpondent’s unit. Respondent later admitted in her
written statement to the Commission, that she had taken 20 cc of methadone from Swedish
during her shift on November 22, 1998.

2.5 On November 23; 1998, Respondent gaHed her supervisdr and indicated that
she had r(":Onsulted wi;th her physician and.the previous day’s episode rﬁay hévé resulted
from a diabetic cris’is or thyroid problem. Respondent submitted her letter of resignation to
Swedish on Decer‘nger 8, 1998.

2.6  Since Respondent has been uﬁder the conditions of the Agreed Order, she
has failed to comply with almost all of the _éonditions. Respondent was required to obtain a
substance abusé evaluation, which she did, but she did not provAide a copy‘of the Agreed

Order to the evaluator at the beginning of the December 18, 1997 evaluation until pushed

.

oon the subject by the evaluator.

2.7 The evaluator indicated that the test results were inconsistent, therefore the
evaluator requested Respondent provide three letters of reference from pgo.ple who had
known her for at least two yeérs éttesting t§ Respondent’s responsible non-use of alcohol.
Respondent did nét provide these letters promptly, and caused a lengthy delay in the
xsubmission of the evaluation report to the Commission. The report was submitted tp.the
Commission on May 5, 1998, four months'aﬁer the evaluation, in violation of the terms of

the Agreed Order.

EX PARTE ORDER OF SUMMARY ACTION
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2.8 Respondent also failed to comply with the Agreed Order which required she

obtain prior épproval for all employmem, Aadvise‘any potential employers of the Agreed
Order and work only under direct supervision. Between approximalely March 17 and April
17, 1998, Respondent obtained employment és a charée nurse at Benson Heights
‘ Réhabiiitatio’n Center without prior approval from the Commission and without notifying
Benson Heights of the Agreed Or;ier. She was terminated once Benson discovered the
existence of the Agreed Order.

2.9  Respondent then conthued with this misfepresentaiion by failing to list
Benson Heights as a prior employer on he; applicétion for embloymenl at Swedish iMedical
Center. And after reéigning from Swedish following the circumstances described above,
Respondent failed to bring these circumstances 10 the Commission’s attention, but instead
simply provided notification that she had resigned and requested that her nursing license be
reinstated. .Réspt\)ndent made this request for reinstatement, and subsequently her urinalysis
test result was positive for the presence of cannabinoids. In response to this positive result,
she apain denies any drug use. |

Section 3: CONCLUSIONS O'F LAW

3.1 | The Commission has jurisdiction over Respondent’s license to practice
registcre‘d nursing.

32  The Commission has authority to take emergency adjudicativé adtibn to
address an immediate danger to t}.]E. public health, safety, or Welfare., 'RCW 34.05.422(4),
RCW 34.05.479 RCW 18.130.050(7), and WAC 246-11-300.

3.3.  The above Findings of Facl and Allegations establish:

EX PARTE ORDER OF SUMMARY ACTI‘ON
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(a) ‘The existence of an hnmedi';ate danger to the public health, safety, or |
welfare:

(b)  That the requested summmy action adeguately addresses the dangel 10 thé
public health, safet), or welfare; and

© The u:qucsted summary action is necessary to address the danger to the
public health, safety, or welfare.

34 The requesied summiary suspension is the least restrictive agency action

' justified by the danger posed by Respondent's continued practice of mgistered nursing.

3.5 ‘'he ubove Findings of Fact and Allegations eswblish conduct, which:
warrallls sutmmary action to protect the public health, safcty; or welfare,
Sectiond: ORDER
Based on the s;bovc Findings of Fact, Allcgatidns and Conclusions of Law, the
Commission enters the following order: | | |
4.1 IT 1S HEREBY ORDERED that the license of Respondent to practiec aga
registered nuﬁe in the state of Washington is summarily suspended pendiﬁg further
disciplinary pmcccdmgs by the Commission |
DATED THIS 16th DAY OF MARCH, 1099
STATE OF WASHINGTON
DEPARTMENT OF HEALTH

"NURSING CARE QUALITY
ASSURANCE COMMISSION

@Zﬁw«/,é/&:/

Joﬁﬁ/\ BOATMAN, R.N,, Panel Chair

4
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FOR INTERNAL USE ONLY, INTERNAL TRACKING NUMBERS:
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STATE OF WASHINGTON

DEPARTMENT OF HEALTH

Olympia, Washington 98504

RE: CherylBoyd .
Docket No.: 98-03-A-1020 RN
Document; Statement of Charges

Regarding your request for information about the above-named practitioner, certain
information may have been withheld pursuant to Washington state laws. While those
laws require that most records be disclosed on request, they also state that certain
information should not be disclosed.

The_followihg information has been withheld:

NONE

If you have any questions or need additional information regarding the ihformation that '

was withheld, please contact:

Adjudicative Clerk Office
P.O. Box 47879

Olympia, WA 98504-7879
Phone: (360) 236-4677
Fax: (360) 586-2171

You may appeal the decision to withhold any information by writing to Nancy Eliison,

Deputy Secretary, Department of Health, Pl.'O. Box 47890, Olympia, WA 98504-7890.




STATE OF WASHINGTON
DEPARTMENT OF HEALTH
NURS]NG CARE QUALITY ASSURANCE COMMISSION

In the.Matter of the License to

Practice Registered Nursing of Docket No. 99-03-A-1020RN
CHERYL D. BOYD, RN, STATEMENT OF CHARGES
RIN00128956, ‘

Respondent.

The Program Manager of the Washington State Nursing Care Quality Aésurance
Commission, on designation by the Commission, makes the allegz;tions below, which are
supported by ev.idence contained in program case file(s) No. 98-12-0023RN.

Section 1: ALLEGED FACTS

1.1 Cheryl D. Boyd, Respondent was issued a license to practice registered nursing
by the State of Washington in Jaﬁuary, 1998.

1.2 On March 19, 1997, the Commission issued a Staterﬁeﬁt of 4Charges against
Respondent’s license alleging that the Respondent had engaged in unprofessional conduct in
violation of RCW 18.130.18(‘)(5)‘ The charges were based on a;m order of the state of
California Board of Registered Nursing, dated July 20,' 1994, WMCh revoked Respondént’s
California nursing license, stayed the revocation, and placed ber California license on
probation for three years subject to numerous conditions. The California order'found that

Respondent failed to accufaiely chart the administration of Demerol to patiénts on July 31,

1993,
{3  On December 3, 1997, the Commission entered Stipulated Findings of Fact,
P
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Conclusions of Law and Agreed Order (Agreed Order) in settlement of the March 19, 1997

Statemnent of Charges The Agreed Order suspended Respondent s license for twelve months,
and stayed the suspension provided Respondent comply Wlth certain condmons including that:

(a) Respondent shall obtain a substance abuse evaluation, provide a copy of the Agreed

Order to the evaluator prior to the evaluation, and cause the evaluator to submit the

evaluation report to the Commission within 60 days of the enaluation;

(b) Respondent shal’ abide by all treatment recommendations of‘the evaluator;

(c) Respondent shall notify the Commission of any employment in the health care field,

" obtain approval of the Commission prior 10 accepting employment, notify any current
or prospective employer of the Agreed Order and provide a copy of the Agreed Order
to the employer; | '

(d) Respondent shall only be employed as a nurse where ‘s'he is subject to direct

superv1sxon and shall not function as supervisor, head nurse or charge nurse; and
/ (&) Respondent shall obey all laws and rules governing the practice of nursmg in the

state of Washington.

1.4  On December 18, 1997, Respondent was evaluated by a Commission approved
substance abuse evaluator. Respondent failed to provide a copy of the Agreed Order to the
evaiuator prior to the evaluation.

1.5  After the December 18, 1997 evaluation, Respondent failed to promptly comply
with the evaluator's requirement that she provide three 1ctters. of reference from individuals
who have known her for at least two years and could attest to Respondent’s responsible non- ‘
use of alcohol. The delay in providing these letters of reference resulted in' the evaluator’s

delay in providing the evaluation report to the Commission. On May 5, 1998, the Commission
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® @
received a copy of the substance abuse evaluation report, over four monthé after fhe date of the
evaluation. | |

1.6  Between approximately March 17 and April 17, 1998, Respondent was
crnployed as a registered nurse at Benson Heights Rehabilitation Center. Respondent failed to

request prior approval of this employment from the Commission, failed to notify Benson
Heights of the existence of the Agreed Order and provide a copy of the Agreed ‘Order, and
worked as charge nurse without direct supervxsmn. Respondent worked at Benson Heights’

- until the disciplinary action taken by the Commission was discovered, at which txme she wan
terminated. \V

1.7 By apphcatlon for employrnent at Swedish Medlcal Center dated July 14, 1998,
Respondent faﬂcd to l1st Benson Heights as a prcvxous employer Swedish hired Respondent
on August 18, 1998, and assigned her to work on the Addiction Recovery Services inpatient

.anlcohol and drug dctoxiﬁcation and mediczi_l stabilization unit at Swedish Medical Center in
Ballard.

1.8 On ‘November‘ 22, 1998, Respondent worked the evening shift at Swedish as the
Detox Nurseb, which required that all detnx patients be nhecked every hour, that all patient vital
signs. be taken, and that .any detox medications be administered.

1.9 During Renpondent’s shift, staff members noticed that Respo-ndent was behaving
strangely, that her speech was sinrr.ed and she had problems ambulating. Respondent
complained of feeling 'ﬂl and went to the staff lounge to lie down at approkimate]y 9:00 p.m.
At app.roximate]y 10:40 p.m., a staff member went to the staff lounge and found Respondent

unresponsive and with shallow breathing. ‘Respondent was sent {0 the emergency department

where she immediately respénded after receiving a Narcan IV push' (a narcotic antagonist),
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followed by I mg of Romazicon. Respondent refused to allow any ufine or blood tests even
though she was informed she could be termin;‘ated for her refusal.

1.10 The evening shift narcotic count on November 22, 1998, revealed a shortfall of
15.5 milliliters of liquid methadone.

| 1.11  During her shift on November 22, 1998, Respéndent failed to document hourly
rounds after 4:00 p.m., and failed to make any notations for some patients since the start of her
shift. .

1.12 On November 23, 1998, Respondent called Swedish and indicated 'she had
contacted'her physician and ghat the previous day’s episode could be the result of a diabetic
crisis or thyroid problem. |

1.13  Though iniﬁiélly denying 'any misuse of drugs, Respondent sﬁbsequently
admitted that while on duty at Swedish Hospital, she had taken 20 cc of liquid methadone.

1.14 By letter o the Comrmission of December‘ 11, 1998, Respondent requ’ested -
reinstatement of her nursing license. By letter to the Commission of December 18, 1998,
Respondent notified the Commission that she had resigned from her position at Swedish
" Medical Center. In both letters Respondent failed to indjcate that she was suspected of
diversion or use of drugs while working at Swedi'sh, or that she was threatened with dismissal
for failure to submit to blood or urine tests.

1.15 On December 17, 1998, Respondent’s urinalysis test result was positive for the
presence of cannabinoids. | | |

| Section' 2; ALLEGED VIOLATIONS
2.1 ' Thé violations ai]eged in this section constitute grounds for disciplinary action

pursuant to RCW 18.130.180 and the imposition of sanctions under 18.130.160,
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2.2 The facts a-ll.eged in paragraphs 1.3 through 1.15.constitute unprofessional
conduct in violation of RCW 18.130.180(9). |

2.3 The facts alleged in paragraphs 1.6 and 1.7 con‘stitute unprofessional conduct in
violation of RCW 18.130.180(1) and (13).

2.4  The facts alleged in paragraphs 1.8 through 1.13 cohstirute unprofeséional
conduct in violation of RCW 18,130.1'80(1), 4), (6), (23)(b): | |

2.5  The facts alleged-in paragra;;hs 1.8 through 1.13 constitute unprofessional
conduct in violation of RCW 18.130.180(7) and WAC 246-840-710(4)(a), (b), (d).

2.6  The facts alleged in paragraphs 1.8 and 1:. 11 constitute unprofessional conduct
in violation of RCW 18.130.180(7) and WAC 246—840—710(1)(21)-((:).

2.7 'I;he facts alleged in paragraph 1.14 constitute unprofessional donduct in

* yiolation of RCW 18.130.180(1), (2) and (13).

2.8  The facts alleged in paragraph 1.15 constitufe unprofessional conduct in
violation of RCW 18.130.180(4), (6) and (23)(b). o (

The full texts of the alleged violation are as follows:

RCW 18.130.180 Unprofessional conduct. The following conduct, acts, or
conditions constitute unprofessional conduct for any license holder or applicant
under the jurisdiction of this chapter:

(1) The commission of any act involving moral turpitude, dishonesty, or
corruption relating to the practice of the person's profession, whether the act
constitutes a crime or not. If the act constitutes a crime, conviction in a criminal
proceeding is mot a condition precedent 1o disciplinary action, Upon such a
conviction, however, the judgment and sentence is conclusive evidence at the
ensuing disciplinary hearing of the guilt of the license holder or applicant of the
crimé described in the indictment or information, and of the person’s violation of
the statute on which it is based. For the purposes of this section, conviction
includes all instances in which @ plea of guilty or nolo contendere is the basis for
the conviction and all proceedings in which the sentence has been deferred or
suspended. Nothing in this section abrogates rights guaranteed under chapter
9.96A RCW, S

(2) Misrepresentation or concealment of a material fact in obtaining a
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license or in reinstatement thereof;

, (4) Incompetence, negligence, Or malpractice which results in injury to a
patient or which creates an unreasonable risk that a patient may be harmed. The
use of a nontraditional treatment by itself shall not constimte unprofessional
conduct, provided that it does not result in injury to a patient or create an
unreasonable risk that a patient may be harmed, :

(6) The possession, use, prescription for nse, or distribution of controlled
substances or legend drugs in any way other than for legitimate or therapeutic
purposes, diversion of controlled substances or legend drugs, the violation of any
drug law, or prescribing controlled substances for oneself;

(7) Violation of any state or federal statute or administrative rule
regulating the profession in question, including any statute or rule defining or
establishing sitandards of patient care or professional conduct or practice;

(13) Misrepresentation or fraud in amy aspect of the conduct of the
business or profession; ’

(23) Current misuse of:

 (b) Controlled substances; or

WAC 246-840-710 Violations of standards of nursing conduct or practice.
The following will serve as a guideline for the nurse as to the acts, practices, or
omissions that are inconsistent with generally accepted standards of nursing '
conduct or practice. Such conduct or practice may be grounds for action with
regard to the license to practice nursing pursuant to chapter 18.79 RCW and the
Uniform Disciplinary Act, chapter 18.130 RCW. Such conduct or practice
includes, but is not limited to the following:

(1) Failure to adhere to the standards enumerated in WAC 246-840-
700(1) which may include: .

(a) Failing to assess and evaluate a client's status or failing to institute
nursing intérvention as required by the client's condition.

(b) Willfully or repeatedly failing to report or document a client's
Symptoms, responses, progress, medication, or other nursing care accurately
and/or intelligibly. - _

(¢) Willfully or repeatedly failing to make entries, altering entries,
destroying entries, making incorrect or illegible entries and/or making false
entries in records pertaining to the giving of medication, treatments, or other
nursing care. ' :

(d) Willfully or repeatedly failing to administer medications and/or
treatments in accordance with policy and procedure.
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Section 3: NOTICE TO RESPONDENT
The charges in this document affect the public health, safety and welfare and constitute
a probability of death or bodily harm. The Program Manager of the Commission directs that a

notice be issued and served on Respondent as provided by law, giving Respondent the

- opportunity to defend against these charges. If Respondent fails to defend against these

charges, Respondent shall be subject.to discipline pursuant to RCW 18.130.180 and the

- imposition of sanctions under 18.130.160.

fn | ’
DATED this [ 1~ day of WM . 1999,

STATE OF WASHINGTON
DEPARTMENT OF HEALTH
NURSING CARE QUALITY
ASSURANCE COMMISSION

g i, ¥

SHARON SULLIVAN ECKHOLM .
WSBA No. 20866
Assistant Attorney General Prosecutor

$0C. WP
6196

POR INTERNAL USE ONLY. INTERNAL TRACKING NUMBERS}
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STATE OF WASHINGTON RUGT 3 1999
DEPARTMENT OF HEALTH. , |
NURSING CARE QUALITY ASSURANCE COMMISSIQN, LTy DY

In the Matter of the License to Practice )
Registered Nursing of ‘ ). .
) Docket No. 99-03-A-1020RN
CHERYL BOYD, RN . ) ‘
RN00128956 . y STIPULATED FINDINGS OF FACT,
Respondent. ) CONCLUSIONS OF LAW AND
)y AGREED ORDER '
)

The Nursing Care Quality Assurance Commission, by and through Sharon
Sullivan Eckholm, Assistant Attorney General " Prosecutor and . Cheryl Boyd, RN,
stipulate and agree to the following:

Section 1: Procedural Stipulations

1.1 Cheryl ded, Respondent, was issued a license 10 practice registered
nursing by the State of Washington in Janugry 1998. ‘

1.2 On March 16, 1999 the Nursing Care Quality Assurance Commission
issued a Statement of Charges against Respondent and issued an Order of Summary.
‘Action suspendiné Respondent’s license to practice as a registered nurse.

13  The Statement of Charges alleges that Respondeﬁt engaged in
unpr'ofessional conduct in violétionv of RCW 18.130.180(1), (2), @), (6), (7), (9), (13),

(23)(b) and WAC 246-840-710(1)(a)-(c), (4)(a), (b), (d). . |
| 1.4  Respondent understands that the State is prepared to proceed to a hearing

on the allegations in the Statement of Charges.
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1.5 Respondent understands that she has the right to defend herself against
the allegations in the Statement of Chdrges by presentmg evidence at a hearmg

1.6  Respondent understands that, should the Stete prove at a hearing the
allegations in the Statement of Charges, the Nursing Care Quality Assurance
Commission has the poweri and authority to impose sanctions pursuant to RCW
18.130.160.

1.7 Respondent and the Nursiné ‘Care Quality Assurance Cofnmission agree
to expedite the resolution of this matter by means of this Stipulated Findings of Fact,
Conclusions of Law, and Agreed Order (Agreed Order).

1.8  Respondent waives the opportunity for a hearihg on the Stetement of
Charges conungent upon signature and acceptance of this Agreed Order by the Nursing

Care Quality Assurance Commlssmn

1.9 This Agreed Order is not binding un]ess and until it is signed and.

accepted by the Nursing Care Quality Assurance Commission.

1 10 Should this Agreed Order be signed and accepted it will be subject to the

reporting requirements of RCW 18.130.110 and any applicable interstate/national
reporting requirements. -

"1.11 Should this Agreed Order be rejected, Respondent waives any objection
to the participation at heariné of all of the Commission members or the Health Law

‘Judge who heard the Agreed Order presentation.
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Section 2: Stipulated Facts

The Slate and Respondent stipulaﬁe to the following facts or acknowledge that
the evidence is sufficient to justify the following findings:

21  OnMarch 19, 1997 the Commission issued a Statement of Charges
against‘Respondent’s license alleging that the Respondent had engaged in
unprofessional conduct in violation of RCW 18.130.180(5). The charges were based
on an order of the state of California Board of Registered Nursing dat_éd July 20, 1994
which revoked Respondent’s California nuféing license, stayed the revocation, apd
placed h‘er\.California' license on probation for 'thrée years' subject to‘vnumerous
co-ndit»ionsv. The California order found that Respondent failed to accurately chart the
administration of Demerol to p';\tients on July 31, 1993. |

22 OnDecember 3, 1997 the Commiésion ehtered Stipulated Findings of
Fact, Conclusions of Law :md Agreéd Order (Agreed Order) in .sett]cment of the March
19, 1997 Statement of Charges. The Agreed Order suspended Réspo'ndent’s license for
' twélve months and .stayed the suspeﬁsion pfovided Respondém comply with certain
coqditions including that:

(a) Respondcnt shall obtain a substance abuse evaluatlon provxde a copy of the

Agreed Order to the evaluator prior to the evaluation, and cause the evaluator to

submit the evaluation report to the Comission within 60 days of the

eyalpation; | |

(b) Respondent shall abide by all treatment recommendations of the evaluaf;or;

v R ~ “',rm T
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(c) Respondent snall notify the Commission of any employment in the health
care field, obtain approval of the éommission prior to accepting employment,
notify any current or prospective emp]oyer of the Agreed Order and provide a
copy of the Agreed Qrder to the employer;
(d) Respondent shall only,‘ be employed as a nurse where she is subject to direct
supervision, and snall not function as supervieor, head nurse or charge nurse;
and
(e) Respondent shall obey ai] lnws and rules governing the practice of nursing

in the state of Washington.

2.3 OnDecember 18, 1997 Respondent was evaluated by a Commission-

approved substance abuse evaluator. Respondent failed to provide a copy of the Agreed‘

Order to the evaluator prior to the evaluation as required.

2.4 Between approximately March 17 and April 17, 1998 Respondent was
employed as a registered nurse at Benson Heights Rehabilitatien Center. Respondent
fa11ed to request prior approval of this employment from the Commission, failed to
notify Benson Heights of the exxstence of the Agreed Order and prov1de a copy of the .
Agreed Order_, and Respondent worked as charge nurse without dlrect superwsmn. '
Respondent worked at Benson Heights until the disciplinary action taken by the
. Comumission was discovered, a1. which time she was terminated.

2.5 By application for employment at Swedish Medical Center dated July 14,
1998, Respondent failed to list Benson Heights as a previous employer. Swedish hired

Respondent on August 18, 1998 and assigned her to work on the Addiction Recovery
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” Services ihpatient alcohol and drug detoxification and medical stabilization unit at
Swedish Medical Centér in Ballard.

2.6 OnNovember 22, 1998, Respondént worked the evening shift at
Swedish as the Detox Nurse which required that all détox patients ‘be checked every
hour, that all patient vital signs beA taken, and that any detox medications be
administered.

2.7 Durmg Respondent’s shift staff members noticed that Respondent was
behaving strangely, that her speech was’ s]urred and that she had problems ambulatmg
Respondent complained of feeling ill and went to the staff lounge to lie down at
»approxnnately 9:00 p.m. At approx1mately 10:40 p.m. a staff member went to the staff '
lounge and found Respondent unresponsive and with shallow breathing. Respondent
was sent to the emergency department where she immediately responded after receiving
a Narcan IV push (a narcotic antagonist) followed by 1 mg of Romazicon. Respondem
refused {o allow any urine or blood ‘test‘s even though she was informed she coul& be
terminated for her refusal |

- 2.8 The evening shift narcotic count on Novembef 22, 1998 revealed a
shortfall of 15.5 milliliters of liquid methadone.

2.9 During her shift on Novcmber 22, 1998 Respondent failed to document
hourly rounds after 4:00 p.m. and failed to make any nolgtions for some patients since '
the start of her shlﬁ |

210 On November 23, 1998 Respondent called Swedish. and mchcated she

had contacted her physician and that the previous day’s episode could be the result of a

e
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diabetic crisis or thyroid problem.

2.11 Though initially denying any misuse of drugs, Respondent subsequently

_admitted that she had taken 20 cc of liquid methadone while on duty at Swedish

Hospital.

~ 2.12 By letter to the Commission dated December 11, 1998 Respondent
}equested reinstatement of her nursing license. By letter to the Commission dated
December 18, 1998 Respondent notified the Commission that she had resigned from

her position at Swedish Medncal Center In both letters Respondent failed to indicate

'that she. was suspected of diversion or use of drugs while workmg at Swedish, or that

she was threatened with dismissal for failure to submit to blood or urine tests.

2.13  On December 17, .1998 Respondent’s urinalysis test result wes‘positiv'e
for the presence of cannabinoids. |

Section 3: Conclusidns of Law

The State and Respondent agree to the entry of the following Cbnclﬁsions of
Law: |

3.1 The Nnrsing Care Qualiiy Assurance Commission has jurisdiction over
Respondent and over the subject matter of this proceeding. |

37 The above facts constitute unprofessional conduct in violation of RCW
18.130.180(1), (2); @), (6), (7), ), ‘(13), (23)(b) and WAC 246-840—710(1)(a);(c),

\

(4)@), (b), (d).

33 The above violations are grounds for the imposition of sanctions under

RCW 18.130.160.
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Section _4: Agreed Order

Ba\'sed on the preceding Stii)ulated' Facts and Conclusions of Law, the Commission ..
hereby ORDERS: |
| 4.1 | The license to practice as a registered nurse in tﬁe state of Washington helci
| by Cheryl Boyd shall continue to be .SUSPENDED! and is hereby SUSPENDED
~ INDEFINITELY from the dgte of this Order. '
4.2 Rc;spondént shall not make public. appearancéé representing self as a
licensed registered nurse. |
43  Respondent shz.111 not violate any law or regulatibn regarding the practice

of registered nursing.
4.4  Respondent may subnﬁt a wri&en request for modification of the
Commission's Order upon compliance with the followmg conditions: | |
a. Respondent need not personally appear before the Comnnssmn
b. Respondcnt shall continue with a Comrmssmn -approved substance abuse
treatment program. Prior to requesting modification of this Order,
Resédndent shéll complete the Coﬁmﬁssion-apprc;vad substance abuse
treatment program and cause the treatment provider’ to submit a
report/discharge. summary directly to the Cormmssxon Respondent shall
prov1de a copy of this Order to the treatment pr0v1der and ensure that the
treatment provider makes reference to the Order in the report/dmcharge
Sumrnary. Thé report/discharge summary sball include the Lreatmeﬁt

plari, objectives, progress and prognosis of the treatment.
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c. Respondent must show total and complete abstinence from all mood and
mind altering substances, including any drugs legally prescribed to her,
for a continuous twelve (12) month period priof to requesting

modification.

d. Respondent must show satisfactory compliance with the terms and
: /

conditions imposed in this Order.

e. The Comrmssxon may impose additional conditions after reviewing the
reports subrmttcd and reviewing the Respondent s compliance with this

Order.

45  Respondent shall assume all costs of complying with this Order.
4.6  Respondent shall 'appear‘ in peréon for interviews with the Commission or
its desivgnee upon rcasonablle notice.
| 47  Respondent shall immediately execute all release of information forms as
may be reqmred by the Commission or its designee. |

4.8 Respondent shall inform the Nursmg Care Quahty Assurance Commission,

L)

in writing, of changes in her residential address.

49  Respondent shall obey all federal, state énd local laws and all'

administrative rules governing the practice of the profession in Washington,
/l
I

1
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I, Chery! Boyd, Respondent, certify that 1 have read 'this Stipulated Findings of

Fact, Conclusions of Law and Agreed Order in its entirety; that my counsel of record,
if any, has fully explained the legal signjﬁcanceA and éonsequence of it; that 1 fully
understand and agree to all c;f it; and that itA may be presenied to the Nursing Care
Quality Assurance Commission without my appearance. If the Nursing Care Quality
* Assurance Commission accepts the Stipulated Findings of Fact, Conclusions of Law
and Agreed.Ordcr, I understand that I will receive a signed copy. ‘
(TSt Fol

CHERYL BOYD _

099

Date
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Section 5: Order

* The Nursing Care Quality “Assurance Commission accepts and enters this

Snpulated Fmdmvs of Fact, Conclusions of Law and Agreed Order

T
DATED this 2K day of WW 1999,

STATE OF WASHINGTON
DEPARTMENT OF HEALTH
NURSING CARE QUALITY
. ASSURANCE COMMISSION

(FBeppeis— pad mPA-
STATE OF WASHINGTON
DEPARTMENT OF HEALTH
NURSING CARE QUALITY
ASSURANCE COMMISSION

,/?WM%
SHARON SULLIVAN ECKHOLM

WSBA # 20866
Assistant Attorney General Prosecumr

il 77

Date
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STATE OF WASHINGTON
N  DEPARTMENT OF HEALTH
NURSING CARE QUALITY ASSURANCE COMMISSION

in the Matter of the License to Practice Docket No. 99-03-A-1020RN

as a Registered Nurse of, . |
S STIPULATED FINDINGS OF

CHERYL BOYD,RN | FACT, CONCLUSIONS OF LAW
License No, RN00128856 - AND AGREED ORDER ON
' ‘ MODIFICATION ,
Respondent. 1

The Nursing Care Quality Assurance Comrﬁission (Commis‘s!ion) by and through |
Marc Defreyn Department of Health Staff Attorney, and Respondent, Cheryl Boyd, ‘

represented by counsel, if any, stipulate and agree 1o the following:

Section 1 PROCEDURAL STIPULATIONS
1.1 Respondent, is licensed to practice as a registered nurse in the state of
“Washington.

12 OnAugust 24, 1999, the Commission entered a Stipulated Findings of Faot
Conclusions of Law and Agreed Order (August 1988, Agreed Order) In the Matter of the
License to Practice as a Registered Nurse of Cheryl Bovd (Docket Number 99-03-A-
1020RN)._This 1999 Order suspended Respondent's license indefinitely. ’

1.3  On or about October 19, 2005, Respondent requested, in writing,

modlﬁcatlon of the terms of the August 1999, Agreed Order.
14 A member of the Commission reviewed Respondent's request and
proposed modification of the terms. of the August 1999, Agreed Order as set out in

* Section 4 below.

1.5 . The parties agree to resolve this matter by means of this Stlpulated
Findings of Fact Conclusions of LLaw, and Agreed Order on Modification (Agreed Order

“on Modification).
16  Respondent waives the opportunity for a hearing on the request for
modification provided that the Commission accepts this Agreed Order on Modification.
1,7  Respondent understands that this Agreed Qrder on Modlﬂcatlon is not

b‘mding' unless and until it is sighed and accepted by the- .Commission.
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1.8  If the Commission accepts this Agreed Order on Madification, it is subject to
the federal reporting requirements pursuant to Section 1128E of the Social Security Act
and 45 CFR Part 61, RCW 18.130.110 and any other applidable interstate/national
reporting requirements. ltis a public document and will be available on the Department of

Health web site.
| 1.9 I the Commission rejects this Agreed Order on Modification, Respondent
waives any objéction to the participation at hearing of any Commission members who

heard the Agreed Order on Modification presentation.

» Section 2: FINDINGS OF FACT
The State and Respondent stipulate to the. following facts:
2.1 Cheryl Boyd, Respondeht, was issued a license to practice as a registered
nurse by the state:of Washington in January 1998. Respondent's license is suépended.
o5 OnAugust 24, 1999, the. Commission entered a Stipulated Findings of Fact,

Conclusions of Law and Agreed Order (August 1999, Agreed Order) n'the Matter of the

License {o Practice as a Registered Nurse of Chervl Bovd (Docket Number 99-03-A-
1020RN). The Findings of Fact in the August 1999 Agreed Order were:
A. On March 18, 1997, the Commission issued a Statement of Charges

against Respondent's license alleging that the Respondent had engaged in
unprofessional _cond'ﬁct in violation of RCW 18.130.180 (5). The chafges were
based on an order of the state of California Board of Registered Nursing dated July
20, 1994, which revoked Respondent's California nursing license, stayed the
revocation, and placed her California license on probation for three years subject
to numerous conditions, The California order found that Respon'd‘ent failed to
accurately chart the administration of Demerol to patients on July 31, 1993,

B. On December 3, 1997, the Commission entered into a Stipulated
Findings of Fact, Conclusions of Law and Agreed Order (Agreed Order) in
settlement of the March 19, 1997, Statement of Charges. The Agreed Order

‘suspended Respondent's license for twelve months and stayed the‘ suspension

providéd Respondent comply with certain conditions, including that:
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1. Respondent shall obtain a substance abuse evaluation,

provide a copy of the Agreed Order to the evaluator prior o the evaluation,

and cause the evaluator to submit the evaluation report to the Commlsston A

within 60 days of the evaluation;
2. Respondent shall abide by all treatment recommendations of

the evaluator;

3. Respondent shall notify the Commission of any employment

in the health care field, obtain appro\/al of the commission prior to accepting
" employment, notify any current or prospective employer of the Agreed
Order and provide a copy of the Agreed Order to the employer;

4, Respondent shall only be employed as a nurse where she is
subject to direct supervision, and. shall not function as a supervisor, head
nurse or charge nurse, and

5. Respondent shall obey all laws and rules governing the
practice of nursing in the state of Washington. |
On December 18, 1997 [T

pril 17, 1998, Respondent was

4 ) Betwee proximatey Mach 17 ndA
employed as a registered nurse at Benson Heights Rehabilitation Center. Respondent

failed to request prior approval of this employment from the Commission, failed to notify

Benson Heights of the existence of the Agreed Order and provide a copy of the Agreed
Order, and Respondent worked as charge nurse without direct supervision. Respondent
worked at Benson Heights until the disciplinary action taken by the Commission was -
discovered, at which time she was terminated.

2.5  Byapplication for employment at Swedlsh Medical Center dated July 14,
1998, Respondent failed to list Benson Heights as a previous employer Swedish hired
Respondent on August 18, 1998 and assigned her to work on the Addiction Recovery

Services inpatient alcohol and drug detoxification and medical stabilization unit at

Swedish Medical Center in Ballard.
28  On Novembertied 1998, Respondent worked the evening shift at Swedish

asthe Detox Nurse which requ\red that all detox patients be checked every hour, that all-
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patient vial signs be taken, and that any detox medications be administered.

27 During Respondent's shift, staff members noticed that Respondent was
behaving strangely, that her épeech was slurred and that she had problems ambulating.
g ill and went to the staff lounge to lie down at

Respondent complained of feelin

approximately 9:00 p.m. At ap
lounge and found esonent

proximately 10:40 p.m. a staff member went to the staff
ISR - ospondent

2. The eveingshift narcotic count on November.‘l 998, revealed a shortfall
of 15.5 milliliters of fiquid methadone.
2.9 During her shift on November -1998, Respondent failed to document

hourly ropnds after 4:00 p.m. and failed to make any notations for some patient since the

start of her shift.
2.10 OnNovember .1998, Respondent called Swedish and indicated she had

contacted her physician and that the previous day's episode could be the result of a

2.1 ogh iitiallydenying any misuse of drugs, Respondent subsequently
admitted that she had taken 20 cc of liquid methadone while on duty at Swedish Hospital.
. 2.12 By lefter to the Commission dated December 11, 1998, Respondent

requested reinstatement of her nursing license. By letter to the Commission dated

December 18, 1998, Respondent notified the Commission that she had resigned from her

position at Swedish Medical Center. in both letters Respondent failed to indicate that she

was suspected of diversion or use of drugs while working at Swedish, or that she was

threatened with dismissal for failure to submit to blood or urine-tests.
013 On December '1998, Respondent's :

2.44 On or about ther 19, 2005, Respondent requested, in writing,
modification of the terms of the August 1999, Agreed Order.

STIPULATED FINDINGS OF FACT, CONCLUSIONS OF LAWY, PAGE 4 OF 8

AND AGREED ORDER ON MODIFICATION
Docket No, 99-03-A-1020RN

v varm o ommmamaieem s aea




Section 3: CONCLUSIONS OF LAW
The State and Respondent agree'to the entry of the following Conclusions of Law:
31 The Commission has jurisdiction over Respondent and over the subject
matter of this proceeding. |
3.2 Respondent has committed unprofessional conduct in violation of
RCW 18.130.180(1), (2), (4), (8), (7), (9), (13), (23)(b) and WAC 246-840-710(1)(a)-(c),

4)(@), (), (d). |

3.3 The above violations provide grounds for imposing sanctions under

RCW 18.130.160. -
3.4 This Agreed Order on Modification supersedes the August 1999 Agreed

Order. _ :
_Section 4: AGREED ORDER.

. Basedon the Findings of Fact and Conclusions of Law, Respondent agrees to

entry of the following Agreed Order on Modification: ' _

4.1 Requndent’s license is REINST'ATED but subject to PROBATION,
commencing the date of entry of this Order on Reinstatement provided Respondent
meets all licensing requirements. The condi’gions of probation include:

4.2 Respondent shall ensure that all licenses received during the ferm of
probation are stamped “probation” and shall immediately return ény ficense to the
. Commission that is not stamped "probation”. |
4.3 Respondent may not practice as a RN exCe;p’t as part of a Commission- .

approved refresher course.

A. . Upon acceptance to the course, Respondent shall immediately notify’

the Commission and provide contact information for the course instructor.

B. Respondent shall enter only ONE refresher course. Respondent
may not drop out and re-enroll, or enroll in a different refresher program.

¢ This order in no way requires a refresher course to accept
Respondent, and grants no special rights or privileges to Respondent during the
time Respondent is enrolled in the course. Respondent must abide by all rules
and policies of the course and governing institutions. ‘Respondent must pass the

course according to the same standards set for any other course participant.
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D.  Respondent agrees that the refresher course instructor may share
information on Respondent's prog:'re,ss with the Commission. In addition,
Respondent agrees that the refresher program may share information concerning
Respondent with clinical site coordinators.

E. Clinical facilities must be notified of and provided a copy of this Order
and are not required to grant a request for participation in a clinical rotation.
Ultimately, it is Respondent's responsibility to find a suitable clinical site.

F. Respondent shall provide three (3) copies of this Agreed Order on
Modification to the refresher course instructor. Respondent shall cause the
instructor to furnish written confirmation to the Commission that a copy of the
Agreed Order on Modification has been provided. '

G. Respondent must provide proof of successful completion of the
approved refresher course within ten (10) months of the effective date of this
Agreed Order on Modification by submitting supporting documents to:

Nursing Care Quality Assurance Commission
Attention: Compliance Officer ‘

P.O. Box 47864 .
Olympia, WA 98504-7864 ‘

. PROVIDED, HOWEVER, should Respondént fail to submit proof of successful
completion of the refresher course within the required time frame, Respondent's license is
automatically SUSPENDED upon the passage of ten (10) months after the egffective date
of this Agreed Order on Modification. ' '
4.4 Respondent shall seek a substance abuse evaluation through the

Washington Health Professional Services (WHPS) program and then, if recommended,

enter and comply with all aspects of that program. If Respondent fails to cooperate with

WHPS during the initial substance abuse evaluation or comply with any aspect of the
program thereafter, it will be a violation of this Agreed Order on Modification and may
result in the Commission taking further disciplinary action against Respondent's license.
Respondent must contact the WHPS program and begin the evaluation process on or
before thirty (30) days from the date of entry of this Agreed Order on Modification. '

Respondent shall sign a release that allows the WHPS program to provide the -

STIPULATED FINDINGS OF FACT, CONCLUSIONS OF LAW, PAGE 6 OF 9

AND AGREED ORDER ON MODIFICATION
Docket No. 99-03-A-1020RN




program.

r o

Commission monitoring records and/or reports pertaining to her participation in the

45 Respondent méy submit a written request for modification upon successful
completion of the WHPS program. Respondent must at that time be prepared to provide
proof of satisfactory Compliance.with the terms and conditions imposed in this

Agreed Order on Modification. Resp‘ondent must personally appear before the
Commission at any such hearing, however,.at the discretion of a Reviewing Commission

Member, the terms and conditions of this Agreed Order on Modification may be modified |

through an Agreed Order, or Respondent's license reinstated without a hearing. Upon
notice and an opportunity for Respondent to be heard, the Commission may impose'
additional conditions aﬁef reviewing the documents submitted and reviewing
Respondent's compliance with this Agreed Order on Modification.

46 Respondent shall obey all federal, state and local laws and all
administrative rules governing the practice of the profession in Washington.

4.7 Respondent is responsible for all costs of complying with this Agreed Order

on Maodification.

4.8 Respondent shall inform the Commission and the Adjudicative Service Unit,

in writing, of changes in Respondent's residential and/or business address within

thirty (30) days of the change.

1

"

STIPULATED FINDINGS OF FACT, CONCLUSIONS OF LAW, PAGE 7 OF 9
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Section 5: FAILURE TO COMPLY

Protection of the public requires prac;tice under the terms and conditions imposed
in this order, Failure 1o comply with the terms and conditions of this order may result in
suspension of the credential after a show cause hearing. |f Respondent fails to comp\y
with the terms and conditions of this order, the Commission may hold a hearing to require
Respondent to show cause Why the credential should not be suspended. Alternatively,
the Commission may bring additional charges of unprofessional conduct under
RCW 18.130.ﬂ80(9). In either case, Respondent will bé afforded notice and an

opportunity for a hearing on the issue of non-compliance.

Section 6: ACCEPTANCE ,
-1, Chery! Boy&_i, Respondent, have read, undérstand and agree to this Agreed ‘
“Order on Modification. This Agreed Order on Modification may be presented to the
Commission without my appearance. | understand that | will receive & signed copy if the

Commission accepts this Agreed Order on Modification.

' , WSBA#
Attorney for Respondent .

Date

PAGE 8 OF 8
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Section 7; ORDER

The Commission accepts and enters this Stipulated Findings of Fact, Conclusions

of Law and Agreed Order on Modification.

DATED: : 4, }‘ 01 o\ . 2006.

STATE OF WASHINGTON
. DEPARTMENT OF HEALTH
. NURSING CARE QUALITY
ASSURANCE COMMISSION

A A Y
Panel Chair :

‘Presented by:

el

Marc Defreyn, WSBA#28318
" Department of Health Staff Attorney

M YRR PR

Date .

\

PROGRAM NO. 88-1 2-0023RNJ
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EXHIBIT D

FINDINGS OF FACT, CONCLUSIONS OF LAW
AND ORDER ON NON-COMPLIANCE
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Accusation




STATE OF WASHINGTON
'DEPARTMENT OF HEALTH
SECRETARY OF HEALTH

in the Matter of. . '
Docket No. 99-03-A-1020RN

CHERYL BOYD, Master Case No. M1898-62241
Credential No. RN00128958, ‘ '
_ FINDINGS OF FACT,
Respondent. . ’ CONCLUSIONS OF LAW AND

_ : ORDER ON NON- COMPLIANCE

APPEARANCES:
_ Respondent,lcheryl Boyd, pro se

Department of Health Nursing Program, by
- Jack Eastman Bucknell, Department Staff Attorney

PRESIDING OFFICER: John F. Kun‘rz Health Law Judge '

“This matter came before ‘[he Presiding Officer on a motion o suspend the
Respondent's credential for failure to comply with the terms and condltlons of the ﬂnaI
order. The motion was filed by the Department on April 15, 2008 The heanng was heId
on May 14, 2008 CREDENTIAL SUSPENDED

ISSUE

Whether Respondent’s faIIure to comply with an order dated February 14, 2006 -

justifies suspension of Respondent's oredential.
SUMMARY OF EVIDENCE

The following witness testified: Mary Daliman, Case Manager Washlngton Health

Professional Services (WHPS).

FINDINGS OF FACT
CONCLUSIONS OF LAW AND o
ORDER ON NON- COMPLIANCE , Page 1 of §
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The following exhibits were admitted:.
Exhibit A: A COpY of the WHPS Mc;nitonng Contract, dated March 27, 20086.

Exhibit B: A copy of the memorandum from WHPS dated
" February 286, 2008.

Exhibit C: A copy of the March 3, 2008 letter mailed to the Respondent.
Rased upon the evidence presented, the Presiding Officer enters the following:
. FINDINGS OF FACT | |
M The Respondent was lSSUEd a credentlal to practice as a registered nurse
in the State of \Nashington in January 1898.
42 OnFebruary 14,2006, the disciplining authority.entered a Stipulated
| Findin‘gs of Fact, Conclusions of ,Law.and Agreed Order on Modification (February 20086
Agreed Order on Modification) in th;s matter d;rectmg the Respondent to undergo an
evaluation with the WHPS Program and, if recommended enter mto a contract with the
program and comply with all aspects of the program. The order mc\uded a notice that if
the Respondenf failed to comply with the terms and conditions of the February 2006‘
- Agreed _Order on Modiﬁcation,-such' conduct could result in suspens'ion of her
cred‘ent'ral. |
1.3 'The Respondent’s credential is subject to compliance with the terms'a.nd
conditions identified in the February-2008 Agreed Order on Modification.
1.4  When the RBSpondent failed to comply with the terms and conditions of -

the February 2606 Agreed Order on Modification, the Department moved for a- nearmg

on non-compliance requesting that a suspension be imposed for the Respondent’s
FINDINGS OF FACT

CONCLUSIONS OF LAW AND . _

ORDER ON NON-COMPLIANCE Page.2 of &

Docket No. 99-013—A-1020RN
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failure to comply with Paragraph 4 4 of the order. The Départment provided
d‘eclarations (with attachments) from the rje;iartment’s compliance officer and the

WHPS case manager.

15  The Presiding Officer convened a hearing on the motion on May 14, 2008,

and considered the testimony and exhibits presented.

16 The February 2006 Agreed Order on Modification required the
Respondent to undergo an evaluation with WHPS and, if reaommended, enter into a
contract with the program and comply with all aspects of the program, designed to -
protect the public: RCW 18.130. 160, |

17 Based on the evidence presented, the Respondent falled to comply with
,the terms and condltrons of the February 2006 Agreed Order on Modification.

. CONCLUSIONS OF LAW
2.1 The Commission (and by desngnated authority, the Presiding Officer) has

continuing juriSdiction over Réspondent to ensure compliance with the terms and
conditions of the February 2006. Agreed Order on Modiﬁcation The Presiding Officer
has jurisdiction over the subject maﬁer of thls proceedmg pursuant to

chapter 18.79 RCW, and the Uniform Disciplinary Act, chapter 18.130 RCW.

2.2 The Respondent has been credentialed to p'ractice as a registered nurse
in the state of Waéhington at all tim.es.matériai to the proceeding, subject to the terms
and conditions of the February 2006 Agreed Order on Modrfrcatron |

2.3  The Fmdmgs of Fact demonstrate that the Respondent failed to comp)y

with the terms and.conditions of the February 2006 Agreed Order on Modification. The

FINDINGS OF FACT
CONGLUSIONS OF LAW AND
ORDER ON NON-COMPLIANCE Page 3 of

' Docket No. 99-03-A-1020RN
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Respondent has not established good cause for that failure. As a result, the
Respondent's credential should be suspended.

Ill. ORDER

Based on the foregoing Summary of Evidence, Findings of Fact, and

Conc\usioné of Law, the Res'pon'dent's credential to practice as a registered nurse is -

SUSPENDED INDEFINITELY. At such time as the Respondent has complied with the:
terms and condmons of the February 2006 Agreed Order on Modification, the
Respondent may pe’ntlon for reinstatement of the credential.

-Dated this (__D_ day of May, 2008. .

%@@g

JOHNF. Z Health Law Judge
Presiding ‘
NOTiCE TO PARTIES

This order is subject {o the reporting requlrements of RCW 18. 130.1 10
Section 1128E of the Social Securlty Act, and any other applicable interstate/national
reporting requirements, If adverse action is taken, it must be reported to the Héalthc;ar_e
Integrity Protection Data Bank. o '
| Either Party may file a petmon for recons;deratlon RCW 34.05.461(3);
34.05,470. The petltlon must be filed within 10 days of service of this Order with:

Adjudlcatlve Clerk Office
PO Box 47879
Olympia, WA 98504—7879

and a copy must be sent to:

Department of Health Nursing Program
PO Box 47864
Olympia, WA 98504-7864

FINDINGS OF FACT
CONCLUSIONS OF LAW AND
ORDER ON NON-COMPLIANCE Page 4 of 5
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The request must state the spéciﬁc grounds upon which reconsideration is .
requested and the relief requested. The petition for reconsideration is considered
denied 20 days after the petition is filed if the Adjudiéative Clerk Office has not
responded o the petition or served written notice of the date by which action will be
taken on the petition. / A '

A petition for judicial review m‘ust‘be filed and served within 30 days after
service of this order. RCW 34.05,542. The procedures are identified in chapter..34‘.05
RCW, Part V, Judicial Review and Civil Enforcement. A petition for reconsideration-is
not required. before seeking judicial review. If a petition for reconsideration is filed,
however, the 30-day period will begin to run upen the resolution of that petiﬁon.
RCW.34.05.470(3). ’ . |

The order.remains in effect even if a petition for reconsideration 6r petition for
review is filed. "Filing” means acmal receipt of the document by the Adjudicative Clerk
Office. RCW 34.05.01‘0(6). Th"ts" Order was “served™ upon you on the day it was
deposited in the United States mail. RCW 34,05.01 0(19).

FINDINGS OF FACT
CONCLUSIONS OF LAWAND . .
ORDER ON NON-COMPLIANCE Page 5 of 5
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BEFORE THE
BOARD OF REGISTERED NURSING
DEPARTMENT OF CONSUMER AFFAIRS
STATE OF CALIFORNIA

In the Matter of the Accusation )
Against: : )

} No: 93-31
CHERYL DIANE BOYD aka )
CHERYL DIANE ARTIAGA ) L-61003
4701 Claire Del Avenue )
Long Beach, CA 90807 )

)

)

)

)

)

Registered Nurse Lic. No. 326819,

Reépondeht.

DECISION
The attached Proposed Decision of the Administrative
Law Judge is hereby adopted by the Board of Registered Nursing as
.its Decision in the. above-entitle matter.

This Decision shall become effective August 20, 1994

IT IS SO ORDERED July 20, 1994 .

BOARD OF REGISTERED NURSING
DEPARTMENT OF CONSUMER AFFAIRS
STATE OF CALIFORNIA

By /s/ Harriett W. Clark, Esq.
President

btm




BEFORE TEE
BOARD OF REGISTERED NURBING
DEPARTMENT OF CONSUMER AFFAIRS
S8TATE OF CALIFORNIA

In the Matter of the Accusation )
Against: ) Case No. 93=31
)
CHERYL DIANE BOYD aka } OAH No. L~61003-
CHERYL DIANE ARTIAGA )
4701 Claire Del Avenue )
Los Beach, California 90807 )
)
Registered Nurse License )
No, 326819, )
)
)
)

Respondent.

PROPOSED DECISION

This matter came on regularly for hearing before
Jalme René .Rom&n, Administrative Law Judge of the Office of ’
Admlnlstratlve Hearlngs, in Los Angeles, Cdlifornia, on April 22,
1994.

The complalnant was represented by Gary M, James,
Deputy Attorney General. :

Respondent Cheryl Diane Artiaga aka Cheryl Diane Boyd
(hereinafter "Respondent") appeared personally and represented
herself.

Evidence was received, and the matter submitted on
April 22, 1994,

FINDINGS OF FACT

The Administrative Law Judge finds the following facts:

1. On August 27, 1992, Catherine M. Puri, R.N.,
Ph.D., made and filed the Accusation in her official capacity as
Executive Officer, Board of Registered Nursing, Department of
Consumer Affairs, State of California. No testimonial or
documentary evxdence on the Accusation was received. On October
6, 1993, Ruth Ann Terry, R.N., M.P.H., made and filed the First
Supplemental Accusation in her official capacity as Executive
Officer, Board of Registered Nursing (hereinafter "Board"),
Department of Consumer Affairs, State of California.




2. On March 31, 1981, the Board issued registered
nurse license number 326819 to Respondent. '

3. on July 22, 1993, Respondent commenced fulltime
employment at Robert F. Kennedy Medical Center (hereinafter !"the
Medical Center"). Without any formal orientation, Respondent
commenced patient care under the supervision of a mentor.

A. On July 31, 1993, at 0800, Respondent failed to
correctly chart the administration of 75 mg. of Demerocl, a
controlled substance, on the nursing notes of patient B.G. by
failing to chart the reason the medication was administered. No
competent evidence established that Respondent falsely entered on
patient B.G.’s medication administration record the order for
Demerol.

B. On July 31, 1993, at 1200, Respondent failed to
correctly chart the administration of 75 mg. of Demerol, a
controlled substance, on the nursing notes of patient B.G. by
failing to chart the reason the medication was administered. .No.
competent evidence established that Respondent falsely entered on
patient B.G.’s medication administration record the order for
Demerol.

. . C. on July 31, 1993, at 1400, Respondent failed to

- correctly chart the actual administration of 75.mg. of Demercl, a
controlled substance, on the medication administration record of
patient I.B. i .

. D. on July 31, 1993, .at 1700, Respondent failed to
correctly chart the administration of 75 mg. of Demerol, a
controlled substance, on the nursing notes of patient C.F. by
failing to chart the reason the medication was administered.

: E. Oon July 31, 1993, at 1800, Respondent failed to
correctly chart the actual administration of 75 mg. of Demerol, a
controlled substance, on the medication administration record of
patient I.B.

F. on July 31, 1993, at 1830, Respondent failed to
correctly chart the actual administration of 75 mg. of Demerol, a
controlled substance, on the nursing notes of patient C.F. and
the medication administration record of patient C.F.

4. on August 2, 1993, Respondent was terminated from
the Medical Center. No competent evidence established the cause
of Respondent’s termination. In order to eliminate any suspicion
by her employer that she had been personally abusing Demerol or
any other controlled substance, Respondent unsuccessfully
requested, prior to termination, that her blood or urine be
tested. No competent evidence established that Respondent




-

diverted any controlled substance while employed at the Medical
Center. '

5. Although Respondent had been licensed as a .
reqgistered nurse for over twelve years at the time of the conduct
set forth in Finding No. 3, she testified that she had been
recently hired and had received no orientation or training in the
Medical Center’s policies and procedures relating to the writing
of notes. At no time did Respondent possess keys to any
controlled substances while employed at the Medical Center.
Respondent readily and candidly acknowledged that she failed to
enter correct entries into the records set forth in Finding No.
3, but mitigates her.conduct by an unfamiliarity borne from a
lack of proper training and experience at the Medical Center.
Respondent, a recent widow, is a self-supporting mother of two
children. She expresses great pride in her licensure and

established.that she has the potential to practice safe nursing. '

DETERMINATION OF ISSUES

. - Pursuant to the foregoing Findings of Fact, the
Administrative:Law Judge makes: the following Determination of
Issues:

. .-1., -cause for the suspension or revocation of
Respondent’s license. as a registered nurse exists pursuant to.the
provisions of Business and Professions Code sections 2761 (a)and’
2762(e) in that Respondent made incorrect entries in hospital -
records as set forth in Finding No. 3. ol

2. ' The objective of a disciplinary proceeding
relating to licensing privileges is to protect the public, the
profession, to maintain the integrity of the profession and high
professional standards and preservation of public confidence.
These proceedings are not for the primary purpose of punishing an
individual. (Camacho v. Youde (1979) 95 Cal.App.3d 161, 165.)
Giving due consideration to the facts and circumstances as set
forth in Finding No. 3, including evidence of mitigation and
rehabilitation as set forth in Finding Nos. 4 and 5, the public
interest will not be adversely affected by the issuance of a
properly conditioned license as a registered nurse.

ORDER
WHEREFORE, THE FOLLOWING ORDER is hereby made:

The license and licensing rights of Respondent as a
registered nurse under the Nursing Practice Act is revoked;
provided, however, revocation is stayed and Respondent is placed
on probation for three (3) years upon the following terms and
conditions:




‘ 1. Respondent shall obey all federal, state and local
laws, and all rules and regulations of the Board governing the
practice of nursing in California. A full and detailed account
of any and all violations of law shall be reported by the
Respondent to the Board in writing within seventy-two (72) hours
of occurrence.

2. Respondent shall fully comply with the terms and
conditions of the Probation Program established by the Board and
cooperate with representatives of the Board in its monitoring and
investigation of the Respondent’s compliance with the Program.

3. Respondent, dﬁring the period of probation, shall

appear in person as directed by the Board or its designated
representative.

4. Periods of residency or practice outside of
california will not apply to the reduction of this probationary
term. The Respondent must provide written notice to the Board
within 15 days of any change of residency or practice outside. the

state.

5. Respondent, during the period of probation, shall
submit such written reports, declarations and verification of.
“actions under penalty of perjury as are required. These reports,
~_.declarations. and verification of actions shall contain statements

relative to Respondent’s compliance with all the terms and
conditions of. the Board’s Probation Program. Respondent shall
_immediately execute all release of information forms as may be
required by the Board or its representatives.

6. Respondent, during the period of probation, shall
_engage in the active practice of professional nursing in
Ccalifornia for a minimum of twenty-four (24) hours per week (Or
as determined by the Board or its designated representative) for
six (6) consecutive months.

7. The Board shall be informed of and approve of each
agency for the which the Respondent provides nursing services
prior to Respondent’s commencement of work. The Respondent shall
inform his employer of the reason for and the terms and
conditions of probation and shall provide a copy of the Board'’s
Decision and order to his employer and immediate supervisor. The
employer shall submit performance evaluations and other reports
as requested by the Board. Respondent is also required to notify
the Board in writing within seventy-two (72) hours after
termination of any nursing employment. Any notification of
termination shall contain a full explanation of the circumstances
surrounding it.

8. The Board shall be informed of and approﬁe of the
level of supervision provided to the Respondent while he is

4




functioning as a registered nurse. The appropriate level of
supervision must be approved by the Board prior to commencement
of work. Respondent shall practice only under the direct
supervision of a registered nurse in good standing (no current
discipline) with the Board.

9. Respondent may not work for a nurse registry,
temporary nurse agency, home care agency, in-house nursing pool,
as a nursing supervisor, as a faculty member in an approved
school of nursing, or as an instructor in a Board approved
continuing education program without the prior approval of the
Board. Respondent must work only on regularly assigned,
identified and predetermined worksite(s) with appropriate
supervision as approved by the Board.

10. Respondent, at her expense, shall begin and
successfully complete such courses in nursing as directed by the
Board, including at least one course in nurse note-taking, prior

to the end of the probationary term. The content of such courses’

and the place and conditions of instruction shall be specified by
the Board representative at the time of the initial probation
meeting based on the nature of Respondent’s violations. Specific
courses must be approved prior to enroliment. The Respondent

_must submit 'written proof of enrollment and proof of successful-

completion. Transcripts or certificates of completion must be

_mailed directly to the Board by the agency or entity instructing

the:Respondent. Home study or correspondence courses are not

- : acceptable and willgnot-be approved. »

- 11, . If Respondent violates the terms and conditions of
his probation, the Board, after giving Respondent notice and an
oppoertunity to be heard, may set aside the stay order and impose
the revocation of Respondent’s license.

12. If during the period of probation, an Accusation
or Petition to Revoke Probation has been filed against
Respondent’s license, the probation period shall automatically be
extended and shall not expire until the Accusation or Petition to
Revoke Probation has been acted upon the Board.

13. Upon successful completion of probation,
Respondent’s license shall be f

pated: April 26, 1994

office of Administrative Hearings
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DANIEL E. LUNGREN, Attorney General
of the State of California
GARY M. JAMES
Deputy Attorney General
300 South Spring Street, Suite 500
Los Angeles, California 90013
Telephone: (213) 897-2565

Attorneys for Complainant

BEFORE THE .
BOARD OF REGISTERED NURSIN
DEPARTMENT OF CONSUMER'AFFAIRS
STATE OF CALIFORNIA

In the Matter.of the Accusatipn NO. 93-31

| Againsts:

)
B |
- CHERYL DIANE ARTIAGA" ) ACCUSATION
4701 Claire Del Avenue o) :
" Long Beach, California 90807 )
)
)
)
)
)

Registered Nurse License
No. 326819 '

Respondent.

catherine M. Puri, R.N., Ph.D., for causes foxr

‘discipliné, alleges:

1. Complainant Catherine M. Puri, R.N., Ph.b., makés
and files this accusation in her official capacity as Executive
Officer, Board of Registered Nursing, Department of Consumer

Affairs.

2. On March 31, 1981, the Board of Registereé Nursing

issued registered nurse license number 326819 to Cheryl Diare
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Artiaga. The license will expire January 31, 1993, unless
renewed.

3. Under Business and Professions Code section 2750}
the Board of Registered Nursing may discipline any liceﬁéeé,
including a licensee holding a temporary or an inactive license,
for any reason provided in Article 3 of the Nursing Practice Act.

Under Business and Professions Code section 2764, the

expiration of a license shall not deprive the Board of ﬁedisﬁéiéd,

Nursing of jurisdiction to proceed with a disciplinary proceedifig
against the licensee or to render a decision imposing disdipliﬁé
on the licensee.

4. ‘hDrugsﬁ_

: "Demerol,” a brand of meperidine hydrochlo;idé; a
derivative of pethidine, is a Schedule IT controlled substafice ds

designated by Health and Safety Code section 11055(c)(16).

5. Re3ponaent has subjected her license to discipline
under Business and Professions Code section 2761(a) on the
grounds of unprofessional conduct as defined in section 276%(8)
of that code in that while employed as a registered -nurse dt
Saint Vincent's Medical Center, Los Angeles, California, thirough
First Choice Registry, Los Angeles, California, she falsifiéa;
made grossly inconsistent, grossly incorrect or unintelligible
entries in hospital or patient records pertaihing to Demerol, &

controlled substance, in the following respects:
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a. Oﬁ April 7, 1989, kincorrectly signed out as
7/7/89), at a time unintelligible, on line 3, on the Narcotic and
Controlled Drug Administration Record, she signed out SO mg. of
Demerol for patient L.B., but failed to chart the admlnlstratlon
on the patient’s medication administration record and the
administration would be inconsistent with physician's orders
which did not call for the administration of this medication.

a. On April 7, 1989, (incorrectly signed out as
777/99), ongline 2, on the Naréotic and Controlled Drug
Administration Record, she signed out 50 mg. of Demerol; but she
failed to note the time she was signing out the medicaﬁidﬁ, ah&
the name of the patient, room number of the patient and the
physician’s name was unintelligible.

c. On April 7, 1989, (incorrectly signed out as
7/7/89), on line 1, on the Narcotlc and Controlled Drug
Administration Record, she slqned out 50 mg. of Demerol ‘But she.
failed to note the time she was signing out the medication, the
physician’s name was unintelligible and the administration of
this medication was inconsistent with physician's orders which
did not call fdr the administration of this medication.

WHEREFORE, complainant prays a hearing be had aiid that
the Boaxrd of Registered Nursing make its order:

1. Revoking or suspending registered nurse liceiise
number 326819, issued to Cheryl Diane Artiaga.
/7
//
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9. Taking such other and further action as may be

deemed appropriate.

DATED: Qu.zf &Z) )99 2

o

CATHERINE M. PURI{_R.N., Ph.D.
Executive Officer

Board of Registered Nursing
Department of Consumer Affairs
State of California

Complainant

03579110~
LA92AD0462
(SM 7/28/92)
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DANIEL E. LUNGREN, Attorney General
of the State of California
GARY M, JAMES
Deputy Attorney General
300 South Spring Street, Suite 500
Los Angeles, California 90013
Telephone: (213) 897-2565

Attorneys for Complainant

BEFORE THE
BOARD OF REGISTERED NURSING
DEPARTMENT OF CONSUMER AFFAIRS
STATE OF CALIFORNIA

In the Matter of the Accusation NO., 93-31

Against:

FIRST SUPPLEMENTAL
ACCUSATION

)

)

CHERYL DIANE BOYD )
aka CHERYL DIANA ARTIAGA )
1777 S. Ogden Drive )
Los Angeles, California 90019 )
)

)

)

)

)

Registered Nurse License
No. 326819

Respondent.

Ruth Ann Terry, R.N., M.P.H., for further causes for

discipline, alleges:

1. Complainant Ruth Ann Terry, R.N., M.P.H., makes and
files this first supplemental accusation in her official capacity
as Executive Officer, Board of Registered Nursing, Department of

Consumer Affairs.

2. On March 31, 1981, the Board of Registered Nursing

issued registered nurse license number 326813 to Cheryl Diane
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Artiaga (now Cheryl Diane Boyd).v'The license will expire January

31, 1995, unless renewed.

3., Under Business and Professions Code secfion 2750,
the Board of Registered Nursing may discipline any licensee,
including a licensee holding a temporary or an inactive license,
for any reason provided in Article 3 of the Nursing Practice Act.

Under Business and Professions Code section 2764, the
expiration of a license shall not deprive the Board of Registered
Nursing of jurisdiction to proceed with a disciplinary proceeding
against the licensee or to render a decision imposing discipline

on the licensee.

4, "Drugs’”

1pemerol,” a brand of meperidine hydrochloride, a
derivative of pethidine, is a Schedule II controlled substance as
designated by Health and Safety Code section 11055(c)(16).

*Ativan,” a brand of lorazepam, is a Schedule IV
controlled substance as designated by Health and Safety Code

section 11057(4)(11).

5. Respondent has subjected her license to discipline
under Business and Professions Code section 2761(a) on the
grounds of unprofessional conduct as defined in section 2762(e)
of that code in that while employed as a registered nurse at
Robert F. Kennedy Medical Center, Hawthorne, California, she

falsified, made grossly inconsistent, grossly incorrect or
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unintelligible entries in hospital or patient records pertaining
to Demerol and Ativan, controlled substances, in the following
respects:

a. On July 31, 1993, on line 4, at 0800, .on Controlled
Substances Administration Record No. 23641, she signed out 75 mg.
of Demerol for patient B.G., but failed to chart the reason the
medication was administered on the patient’s nursing notes,
falsely entered on the patient'’s medication administration record
that Dr. Ragland had ordered that medication for patient B.G. and
the administration would be inconsistent with the physician's
orders which did not call.for the administration of this
medication.

" b. On July 31, 1993, on line 5, at 1200, on Controlled
Substances Adminisﬁration Record No. 23641, she signed out 75 mg.
of Demerol for patient B.G., but failed to chart the reason the
medication was administered on the patient’s nursing notes,
falsely entered on the patient’s medication administration record
that Dr. Ragland had ordered that medication for patient B.G. and
the administration would be inconsistent with the physician’s
orders which did not call for the administration of this
medication,

c. On July 31, 1993, on line 8, at 1700, on Controlled
Substances Administration Record No. 23641, she signed out 75 mg.
of Demerol for patient C.F., but failed to chart the reason the
medication was administered on the patient’s nursing notes and
the administration would be inconsistent with the physician'’s

orders which did not call for the administration of this
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medication.

d. oOn July 31, 1993, on line 9, at 1830, on Controlled
Substances Administration Record No. 23641, she signed out 55 mg .
of Demerol for patient C.F., but failed to chart the
administration on the patient’s medication administration récord,
the reason the medication was administered on the patient’s
nursing notes and the administration would be inconsistent with
the physician's orders which did not call for the administration
of this medication.

e. On July 31, 1993, on line 6, at 1400, on Controlled
Substances Administration Record No. 23641} she signed out’75 ng.
of Demerol for patient I.B., but failed to chart the
administration on the patient’s medication administration record.

£. On July 31, 1993, on line 7, at 1800, on Controlled
Substances Administration Record No. 23641, she signed out 75 mg.
of Demerol for patient I.B., but failed to chart the

administration on the patient'’s medication administration record.

WHEREFORE, complainant prays that £his first
supplemental accusation be heard at the same time and place as
the accusation and that the Board of Registeréd Nursing make its
order:

1. Revoking or suspending registered nurse license
number 326819, issued to Cheryl Diane Boyd aka Cheryl Diane
Artiaga.

/7
/7
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2. Taking such other and further action as may be

deemed appropriate.

DATED: Zikgﬁééggzé§/f§?§23?
5 Ruth e ey (F

RUTH BNN TERRY, RAN., M.P.W.
BExecutive Officer

Board of Registered Nursing
Department of Consumer Affairs
State of California

Complainant

03579110-
LA92AD0462
(SM 10/5/93)




